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a  b  s  t  r  a  c  t
Introduction: The pilonidal cyst is a chronic inﬂammatory process that occurs frequently
in  the sacrococcygeal region. It is more common in males with a ratio of 3:1 and usually
presents itself in the third decade of life. The treatment is mainly surgical with various forms.
The  search for new technologies as well as for a minimally invasive treatment has become
of  utmost importance in surgical routines. The technique E.P.Si.T. (endoscopic treatment of
pilonidal cyst) developed by Meneiro has been quite interesting in the treatment of pilonidal
cysts.
Surgical technique: Anesthetized the patient in the supine position. Identiﬁed the drainage
hole of the cyst, and began with the passage of ﬁstuloscope studying the path of the cyst.
Performs following the removal of all the tissue inside as the hair followed by cauterization
of  the path. Removed all devitalized tissue and enlargement of the opening of the cyst.
©  2015 Sociedade Brasileira de Coloproctologia. Published by Elsevier Editora Ltda. All
rights reserved.




r  e  s  u  m  o
Introduc¸ão: O cisto pilonidal é um processo inﬂamatório crônico que ocorre com frequência
na  região sacrococcígea. É mais comum no sexo masculino com proporc¸ão de 3:1 e mais
Cisto pilonidal
Fistuloscopio
presente na terceira década. O tratamento é eminentemente cirúrgico com diversas for-
mas  de realizac¸ão. A busca de novas tecnologias bem como o tratamento minimamente
invasivo se tornou prioridade máxima nas rotinas cirúrgicas. A técnica do E.P.Si.T (Trata-
mento endoscópico do cisto pilonidal) desenvolvida por Meneiro tem se mostrado bastante
interessante no tratamento dos cistos pilonidais.
 Study conducted at Hospital Santa Izabel, Santa Casa de Misericórdia da Bahia, Salvador, BA, Brazil.
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Técnica cirúrgica: Paciente em decúbito dorsal sob anestesia. Identiﬁca o orifício de drenagem
do  cisto, e inicia com a passagem do ﬁstuloscópio estudando o trajeto do cisto. Realiza a
seguir a remoc¸ão de todo o tecido no interior como os ﬁos de cabelo seguido da cauterizac¸ão
do  trajeto. Removido todo o tecido desvitalizado e ampliac¸ão da abertura do cisto.
©  2015 Sociedade Brasileira de Coloproctologia. Publicado por Elsevier Editora Ltda.






























Pilonidal cyst is a very common disorder, with an estimated
incidence of 26 cases per 100,000 people, affecting men  three
times more  than women.15 Men  are more  affected thanks tontroduction
ilonidal cyst is a chronic inﬂammatory process that occurs
ith frequency in the sacrococcygeal region, usually associ-
ted with the presence of hair in this region.1–6 Its presentation
s more  common in males, with a ratio of 3:1, usually in the
hird decade of life.7,8
The methods used for pilonidal cyst treatment are emi-
ently surgical. Several forms are described, such as incision
nd curettage and excision and ﬂap rotation, as well as exci-
ion with second intention healing.9–11 These approaches are
uite aggressive, resulting in a large wound that must be
ared for. With the advent of new technologies and the pur-
uit for minimally invasive procedures, Meneiro described in
013 an approach for endoscopic treatment of pilonidal cysts
E.P.Si.T.).12 This procedure was developed after the use of a ﬁs-
uloscope for anal ﬁstulas,13,14 being applied to this pathology.
The aim of this study is to describe the ﬁrst report of this
echnique in Brazil, held by our team, in June 2014.
urgical  technique
o perform the procedure, a spinal anesthesia is required; the
atient is placed in a ventral recumbent position, with iden-
iﬁcation of the oriﬁce of cyst drainage. The surgeon stands
etween the patient’s legs and the video set is positioned to
he left of the surgeon (Fig. 1). To perform the technique, a
it, which includes the ﬁstuloscope (Karl Storz GmbH, Tuttlin-
en, Germany; Fig. 2), an obturator, an endobrush, a unipolar
lectrode and a grasping forceps, is used. The 18-cm length ﬁs-
uloscope has an 8◦ angled eyepiece; the device has a diameter
f 3.2 mm × 4.8 mm,  being connected to an optical ﬁber and to
 continuous irrigation system. After the passage of the ﬁs-
uloscope through the cyst hole with infusion of 1% glycine
Fig. 1 – Introduction of the ﬁstuloscope.or mannitol, the surgeon searches the cyst, looking for acces-
sory tracts as well as for abscesses. Once the obturator of the
equipment is removed, the surgeon starts removing hair and
devitalized tissues. After studying the cyst and ﬁnishing the
tissue removal, the whole-tract cauterization stage begins. To
that end, the surgeon uses the electrocautery connected to a
power source to remove all granulation tissue present in the
cyst cavity. Necrotic tissue is removed with brushing the cav-
ity; with that, the whole tract is cleaned. At the end of the
procedure, the surgeon creates an external opening to facili-
tate drainage of the cavity, and also to enlarge the initial hole
(Fig. 3).
DiscussionFig. 2 – Fistuloscope, Karl Storz GmbH (Tuttlingen,
Germany).
Fig. 3 – Final aspect.
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their natural hirsutism. The occurrence of a pilonidal cyst
is also associated with obesity, sedentary lifestyle and local
irritation or trauma.16,17 The treatment of pilonidal cyst is
mainly surgical; there are various techniques described in the
literature, e.g., incision and curettage, excision, techniques
combined with plastic surgery with rotation ﬂaps, marsupi-
alization or ﬁstulotomy.18 The ideal method should combine
a smaller loss of tissue, minimal postoperative morbidity, cos-
metic results, rapid return to work activities, low cost and
low recurrence rate.19 However, although numerous surgical
methods have been described, none of them encompasses all
of these characteristics.20
The main techniques used – incision and curettage and
excision – result in large wounds, requiring local care and a
delayed healing, as well as the possibility of local recurrence.
In an effort to minimize this drawback, various techniques
have been described, e.g., ﬂap rotation and the use of ﬂaps;
however, these techniques are not without complications,
and wound infection (0.8–7.6%), seroma (1.5–5.2%), dehiscence
(4.1%), ﬂap necrosis (3%) and recurrence (1.2–4.9%) have been
reported.21–24
In 2013, Meinero et al. described a new technique for
pilonidal cyst approach with the use of a ﬁstuloscope. With
this instrument and under direct vision, it is possible to
destroy all granulation tissue and to remove the entire infected
area of the cyst, leaving a small open wound for drainage. In
their initial series of 11 patients, all subjects had their wounds
healed within one month after surgery, with an average return
to work in 3.5 days.
There was no recurrence in a 6-month follow-up period
(ranging from 1 to 9 months).12
In 2014, Milone et al. published their series with this
procedure in 27 patients, with a 12-month follow-up. All
wounds healed within 15 days, with recurrence in only one
patient, two months after surgery. These studies show that
this is a very effective technique for the treatment of this
disease.25
In this paper, we describe our experience with an
initial case, using this technique in a 32-year-old male
patient. The patient was placed in the prone position
under spinal anesthesia and intravenous sedation. The ﬁs-
tula oriﬁce was catheterized; then the ﬁstuloscope was
introduced, using a solution of glycine 1.5%. The tract of
the cyst was identiﬁed and studied, with removal of hair
inside the lesion. In sequence, the tract was cauterized,
with removal of devitalized tissue; ﬁnally the drain ori-
ﬁce was enlarged. The patient has been followed up (to
date, during 10 months), with good healing and no signs of
recurrence.
Conclusion
This is a minimally invasive procedure with little aggression to
the tissues involved. Its great advantages are an early return to
activity and a small surgical scar, with less pain/inconvenience
to the patient. On the other hand, the technique has the disad-
vantage of the availability of a ﬁstuloscope kit for performing
the procedure.
20 1 5;3  5(1):72–75
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